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Dear Colleague:

Many of you attended the second annual national tuberculosis (TB) controllers
workshop in January, and it was a pleasure to see you there. During this 2%-day
workshop, TB controllers participated in three general plenary sessions, as well as six
break-out sessions on strategies to ensure adherence to treatment, alternatives for TB
treatment assurance, TB contact follow-up, TB surveillance, TB program evaluation
and quality assurance, and special populations (e.g., homeless persons, correctional
inmates, foreign-born persons, and agricultural migrant workers). The proceedings of
the workshop will be published and distributed to everyone who attended the meeting.

At the end of the workshop, TB controllers voted to create a national organization, the
National Tuberculosis Controllers Association (NTCA). NTCA will allow TB controllers
to advocate for TB control and elimination with a collective voice. We in the Division of
Tuberculosis Elimination (DTBE) applaud this effort and pledge our support to NTCA.
For more information on NTCA, see the article in this issue of TB Notes. An
application for membership is included as an attachment to this issue.

TB public health nurse consultants were formally invited to the TB Controllers
Workshop this year. Before the workshop, they voted to create a national organization
called the National TB Nurse Consultant Coalition (NTNCC). This organization will
provide a unified voice for the views and concerns of public health nurses working in
TB control. In this effort, NTNCC will be working closely with NTCA, on whose
executive committee NTNCC was provided a permanent seat.

The Advisory Council for the Elimination of Tuberculosis (ACET) also met in January.
The council began its meeting by reviewing the nation's progress toward TB
elimination, with a focus on the role of CDC and the National Institutes of Health.
ACET will continue to work on this review and plans to publish a report of the nation's
progress toward TB elimination. Another major agenda item was TB in foreign-born
persons. The council heard presentations on the international activities of DTBE, the
Division of HIV/AIDS, and the Division of Quarantine. Finally, the council discussed
the coordination of surveillance activities for TB and HIV coinfection.



Four ACET statements are in production: the essential elements of a TB program,
screening for TB disease and infection, the use of BCG for the control of TB in the
United States, and the control of TB in correctional facilities. The first three statements
have been completed and are expected to be published in the MMWR in the next few
months. The correctional facilities statement is being cleared at CDC and will also be
published shortly.

As most of you know, there have been major changes in the organization of CDC's HIV
prevention and control efforts. All of these activities have been merged with sexually
transmitted disease (STD) and TB prevention and control activities into a single
organizational unit, currently called the National Center for Prevention Services. A
national search committee has been established to select a director for the new center.
In the interim, Helene Gayle, M.D., M.P.H., CDC's associate director in Washington,
D.C., is serving as director. Dr. Gayle has expressed support for DTBE's mission,
goals, and strategies.

In addition to these organizational changes at CDC, there may be changes in the way
funds are awarded to state and local health departments. Currently, the Public Health
Service is proposing to consolidate CDC's 32 categorical programs into three formula
grants. One of these will combine funds for TB, STD, and HIV programs. We will be

working with Alan Hinman, M.D., M.P.H., now the senior advisor to the director, CDC,
to develop appropriate performance measures for TB prevention and control activities.

Kenneth G. Castro, M.D.
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HIGHLIGHTS FROM STATE
AND LOCAL PROGRAMS

San Diego TB Program Receives
HUD Grants for Emergency
Housing

Although there is no single solution for
ensuring that homeless TB patients
adhere to treatment, the provision of
stable housing is a critical component.
The San Diego County TB program, in
conjunction with the San Diego
Regional TB Task Force, was awarded
two grants from the U.S. Department of
Housing and Urban Development to
provide emergency housing for
homeless TB patients. In the past, the
TB program had to rely on other
housing programs that involved
extended waiting periods for providing
housing to homeless patients.

One grant is used for the Continuum-of-
Care Innovative Homeless Initiative, a
$39,200 housing project at the
downtown YMCA. This project was
established in June 1994 by the TB
program, the American Lung
Association of San Diego and Imperial
Counties, and the Saint Vincent de Paul
Village (a community-based
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organization serving homeless
persons). The YMCA devotes 8 beds
to serve an estimated 16 patients per
year. The YMCA provides on-site
housing management and security and
has bilingual staff trained to assess and
handle potential problems. All residents
must comply with YMCA house rules,
including no use or possession of illicit
drugs or alcohol on the premises, no
physical violence or verbally abusive
language towards hotel staff and
residents, and no visitors permitted in
rooms.

Another grant is used for the Home
Tenant-Based Rental Assistance
Program, which provides rental
subsidies to low-income individuals.
Through a partnership between the TB
program, the County Housing Authority,
the American Lung Association of San
Diego and Imperial Counties, and the
Episcopal Community Services (a
community-based organization
experienced in housing programs),
$148,320 is being used to establish
apartment units to house up to 20
individuals per year. The program
requires individuals to have the skills to
manage the unstructured environment
of independent living.
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The San Diego County TB program
provides a wide range of support
services to patients housed in both
projects, including comprehensive case
management and social service
assessments, ongoing medical
supervision, public health nursing
evaluations and education, daily visits
for directly observed therapy (DOT),
transportation to medical appointments,
and assistance in accessing additional
resources in the community.

All patients must sign a contract
ensuring adherence to DOT and to
ongoing medical supervision. Failure to
comply results in termination from
housing. Adherence is monitored
closely by DOT workers, and incentives
such as food, bus tokens, cash, and
clothing are used to encourage
adherence.

Since the inception of the programs in
June 1994, housing has been provided
to 11 patients. The combination of
stable housing and transportation
services has allowed these patients to
overcome some of the major obstacles
to treatment adherence. All of the 11
patients took more than 85% of the
required doses, and 6 were 100%
adherent. The patients have shown
improvements in their self-esteem,
personal hygiene, food consumption,
personal and social integration, and
physical and mental health status; also,
their access to health care and social
service systems has increased.
Because patients who have stable
housing appear to be more likely to
complete treatment, the provision of

housing helps avoid long-term or
repeated hospitalizations. This results
in significant savings in acute-care
hospital costs.

—Reported by Diana Lobo
San Diego County TB program

Large-Scale Correctional
Screening Program
Is Implemented Rapidly in Missouri

Between 1986 and 1992, while the rest
of the United States was experiencing
an increase in TB cases, the state of
Missouri had an overall decrease.
During the same time, however,
Missouri reported increasing numbers
of TB cases in correctional facilities,
and some of the cases involved
resistance to one or more drugs used to
treat TB. At that time, the state did not
have a comprehensive program for
testing correctional employees or
inmates; instead, the
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Department of Corrections (DOC) had a
policy of testing these persons only
when exposures occurred.

In the late 1980s, there was an increase
in the number of positive skin test
results among staff and inmates, but
because there had been no baseline
skin tests, the time of conversion could
not be determined. In addition, the
number of documented drug-resistant
cases increased. The inmates and staff
of Missouri's correctional centers and
other groups voiced their concerns and
requested that the state of Missouri
begin a program of TB skin testing in
correctional facilities.

In August 1992 Missouri adopted
legislation requiring correctional
facilities to provide TB screening to all
staff and inmates on an annual basis.
The Missouri Department of Health
(DOH) and DOC collaborated to rapidly
establish and implement such a
screening program. DOC restructured
its system for providing medical
services to staff and inmates. To
provide screening and medical care to
correctional staff, DOC identified and
contracted with numerous local health
care providers, including public health
clinics. To provide screening and
medical care to inmates, a multiyear
contract was awarded in December
1992 to Correctional Medical Systems,
Inc. (CMS).

Implementing this new screening
program required commitment at both
agencies from the highest level, i.e., the
directors of DOC and DOH, and a close

working relationship between DOH's
Bureau of TB Control, the medical office
of DOC, and the medical director of
CMS. In the first quarter of 1993, the
three groups — DOH, DOC, and CMS
— worked together to obtain baseline
skin test data for all inmates. Using the
Mantoux tuberculin skin test, CMS
screened all current inmates and new
arrivals at 14 correctional facilities;
since then, all inmates have been
tested on admission. In addition, the
DOC uses a point system to screen
inmates for symptoms of TB on
admission. Observed symptoms are
assigned points; the points are added
up, and the total score determines how
the inmate will be managed. For
example, a reading of 10 mm or greater
in an HIV-negative individual is
assigned 1 point, a nonproductive
cough is assigned 2 points, a
persistent, productive cough receives 3
points, and a cough with bloody sputum
is assigned 4 points. If the points add
up to 4 or greater, the inmate is put in
isolation and examined for TB. The
inmate remains in isolation until active
TB is ruled out or until the inmate is
rendered noninfectious. Inmates with 3
points would immediately receive a
chest x-ray and be referred to a
physician. Those with x-rays
suggestive of TB disease are isolated
from other prisoners and examined for
TB. Inmates found to have TB infection
or disease are given directly observed
preventive therapy or directly observed
therapy. Monitoring and health care are
provided by CMS staff.

For the DOC employees, a policy of
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mandatory tuberculin skin testing was
instituted. To implement this large-
scale screening program, DOC and
DOH's Bureau of TB Control worked
together to identify and contract with
health care providers, including 35 local
public health facilities and a number of
private physicians, to provide screening
and medical services to DOC
employees. These health care
providers gave skin tests to the
employees of 14 correctional facilities,
as well as to numerous parole officers
from various locations. Staff who
preferred to be tested by their own
physicians could do so, but they had to
pay for the tests themselves. If they
chose to be tested by one of the health
providers that had contracted with
DOC, the employees' services were
provided free of charge; the contract
health providers were paid by DOC at a
rate of $10 per skin test. All employees
and volunteers of the correctional
system were required to obtain a
baseline skin test, and all new
employees are now tested within 1
week of employment. Employees with
a documented positive skin test
reaction are referred to a doctor for a
chest x-ray; those with a negative
reaction are tested annually during their
birth month. In addition, if DOC staff
members have any symptoms
suggestive of TB, they are asked to
remain at home until TB is ruled out.
Employees can receive free TB
medications from the local public health
clinics; they may also have time off or
receive compensatory time in order to
be skin tested. An employee's failure to
be skin tested could result in

disciplinary action, possibly leading to
dismissal.

During 1993 more than 18,000 inmates
were screened. A total of 2820 (16%)
had a positive reaction; of these, 1473
(52%) had a documented previous
positive result. No TB cases were
found among the inmates. At Central
Missouri Correctional Center, 79% of
the inmates with positive results
completed preventive therapy; the other
21%, who were discharged prior to
completing therapy, averaged 146 days
of therapy prior to discharge. At
Jefferson City Correctional Center, 90%
completed preventive therapy; the other
10% averaged 125 days of therapy prior
to being discharged.

During November and December 1993,
skin tests were given to 4014 (69%) of
the 5826 correctional employees. Of
the 457 (11%) who tested positive, 314
(69%) had a documented previous
positive reaction. One case of TB was
found among employees; it was caused
by a strain resistant to both isoniazid
and streptomycin, a pattern which had
been seen among several inmates in
1989 and 1990. At Fulton Correctional
Center, 29% of the staff with positive
results completed treatment, and at
Jefferson City Correctional Center, 50%
of infected staff completed preventive
therapy.

A few difficulties were encountered in
implementing the new testing program:
the reluctance of some physicians and
health clinics to participate in the
program, delays in paying providers, the
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lack of a computerized data collection
system for maintaining test results, and
the failure of some physicians to
provide preventive therapy to infected
persons, possibly because of a lack of
awareness about current
recommendations.

Despite the problems, DOH and DOC
achieved the goals they had set out to
accomplish. In a relatively short time,
they were able to develop and
implement a system for screening
thousands of persons, both to establish
baseline skin tests for all staff and
inmates as well as to offer treatment to
those found to have TB infection or
disease. Another bonus of the
screening program was that it opened
up lines of communication between
state health department staff and the
community; for example, health care
providers who were unfamiliar with TB
began to call and ask questions about
diagnosis, treatment, and other issues.
With the knowledge gained from this
start-up phase of the screening
program, DOC and DOH have been
able to identify problems and have

begun taking action to resolve them.
—Reported by Dan Ruggiero
Missouri TB program
and Ann Lanner
Division of TB Elimination

Community Relations Strengthen
TB Outreach Services in
San Francisco

In San Francisco, effective community
relations are used to increase local
awareness of TB screening and
prevention services. The Tuberculosis
Outreach and Prevention Services
(TOPS) program, working in the South
of Market and Tenderloin areas, has
publicized its willingness to go into
crowded shelters, soup kitchens, single-
room occupancy hotels, housing
projects, day labor programs, and
recycling centers to provide free TB
screening and preventive therapy.
These services are done to identify TB
cases early and thus protect the health
of local residents.

Operating as a satellite of the city's
main TB clinic, the TOPS clinic is
located in the Tenderloin community.
This means that the clinic is within
walking distance for neighborhood
residents who receive their TB care
through the program. In addition, the
clinic's location reinforces the idea that
the program is a part of the community
it serves.

The program's outreach workers pass
out educational fliers in the community
and promote the TOPS program at
neighborhood meetings, shelters, soup
kitchens, single-room occupancy hotels,
housing projects, day labor programs,
and recycling centers. As part of this
community relations effort, the
program's disease control investigator
talks about the program's activities and
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educates neighborhood residents about
the growing incidence of TB in the
South of Market and Tenderloin
districts. These public relations efforts
have been successful in raising local
awareness of the problem; as a result,
the TOPS program receives numerous
requests from community-based service
agencies and organizations for
information about screenings.

TB screenings are coordinated by the
senior disease control investigator. At
least a week before the scheduled
screening, two outreach workers go to
the screening site and place culturally
sensitive, language-specific posters and
fliers in high-traffic areas. Door signs
are used to publicize screenings in
single-room occupancy hotels.
Additionally, the outreach workers
speak with hotel or shelter residents to
convince them to participate in the
screening. Coupled with the serving of
refreshments, this promotional
technique has been effective in drawing
community residents to the screenings.

At each screening, a disease control
investigator and/or health worker from
the TOPS program performs tuberculin
skin testing and reads the results 48 to
72 hours later. The disease control
investigator also performs venipuncture
and collects sputum specimens from
persons suspected of having TB. The
nurse practitioner offers HIV testing and
counseling to all persons found to have
a positive skin test result.

A mobile x-ray unit is at the site on the
day and time of the readings. Persons

who have a positive skin test result are
offered x-ray screening on the spot, and
the x-ray films are read by the TOPS
nurse practitioner. Thus, the TOPS
staff are able to detect TB cases early.
Once a screening is completed, the
managers or owners of the facility
receive a certificate of appreciation from
the chief of the city's TB program and
the director of public health.

After the screening, the disease control
investigator interviews persons
suspected of having TB and their
contacts and ensures that skin test
results are sent to and followed up by
the TOPS clinic or by the patient's
private physician. Persons with a
positive skin test result or evidence of
TB disease are referred to the TOPS
clinic for further evaluation. Preventive
therapy and treatment for TB disease
are provided by the TOPS program. A
nurse practitioner is on staff at TOPS to
address TB concerns and any other
health care concerns patients may
have. The nurse also assists patients
by making referrals to other health and
social services programs.

Patients at high risk for nonadherence
are given daily or biweekly directly
observed therapy or directly observed
preventive therapy. Food coupons from
a local hamburger franchise are offered
as an incentive to complete therapy;
coupons are given only to patients who
pick up their medication at TOPS.

These TB outreach and community
education efforts are having a long-term
impact on TB awareness; as a result,
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the community appears to be even
more open to TOPS activities. TOPS
staff continue to perform these activities
in the hope that the community itself will
become an advocate of the TOPS
program.

—Reported by Sheila Davis-Jackson
TOPS Satellite Clinic
San Francisco TB program

National Tuberculosis
Controllers Association
Is Formed

The success of state and local TB
programs is basic to TB control and
elimination in the United States. An
obstacle to this has been the lack of a
structure enabling TB controllers to
speak with a collective voice on issues
affecting their programs.

In addition, the work of DTBE often has
been made more difficult by the
absence of a collective voice to consult
on issues affecting TB programs. The
program perspective represented by TB
controllers also has been needed on
deliberative bodies such as the
Advisory Council for the Elimination of
Tuberculosis, the National Coalition for
the Elimination of Tuberculosis, and the
National TB Task Force.

DTBE provided a forum for TB
controllers to air the question of
establishing this collective voice by
setting time aside at the 1995 TB
Controllers Workshop. TB controllers
decided to form an organization now

formally called the National
Tuberculosis Controllers Association, or
NTCA. NTCA officers are President
Mike Holcombe from Mississippi, Vice
President Dr. Bruce Davidson from
Philadelphia, Secretary Carol Pozsik
from South Carolina, and Treasurer Dr.
Mike Kelley from Texas.

These four members of the NTCA
Executive Committee (which soon will
have 15 total members) are joined by a
fifth member, Brenda Ashkar from Los
Angeles. Brenda holds her executive
committee seat by virtue of being
president of the National TB Nurse
Consultant Coalition (NTNCC). NTNCC
also was formed at the 1995 TB
Controllers Workshop. The
establishment of a permanent NTNCC
seat on the NTCA Executive Committee
demonstrates the firm intention that the
two organizations enjoy the strongest
possible working relationship.

Any persons defined as governmental
TB controllers at the state, local, or
territorial public health level are eligible
for active membership in NTCA. This
includes deputy or assistant TB
controllers with governmental authority
and responsibility to represent the
program. More than one person from a
state or territory may be
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an active member of NTCA and may
hold office, elect officers, and serve on
standing or special committees.

Associate membership in NTCA is open
to any person from a health agency who
is not a current TB controller or
assistant TB controller, and includes all
persons who are in, or formerly were in,
the field of TB control. Associate
members may serve as NTCA advisors
and consultants, but they may not vote,
hold office, or serve on standing or
special committees. TB nurses at all
levels, especially those who would join
NTNCC, should become NTCA
associate members. Association
membership offers access to
information about NTCA activities and
an opportunity for input into its positions
and deliberations through service as
advisors and consultants to NTCA.

NTCA dues for the 1995 calendar year
are $40 for active membership and $25
for associate membership. The level of
state dues will be decided by the full
executive committee once all of its
members are elected.

Anyone who would like to become an
active or associate member of NTCA
should complete the application form
attached to this issue of TB Notes.
Enclose a check or money order made
out to the National Tuberculosis
Controllers Association or NTCA,
and forward these to

Dr. Michael F. Kelley
Treasurer
National Tuberculosis Controllers

Association
P.O. Box 49667
Austin, Texas 78765-9667

—Reported by Russ Havlak
Division of TB Elimination
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Answers to Common
Questions About CDC's
Revised Infection Control

Guidelines for TB

1. What is recommended in the
1994 TB infection control
guidelines?

In response to input that infection
control policies should be based, in
part, on the level of risk in the local
facility, the revised guidelines direct
health care facilities to conduct a TB
risk assessment. This risk assessment
will allow health care facilities to
implement TB control programs
appropriate to their level of risk of TB
transmission and will provide for greater
flexibility in adapting the recommended
controls to a wide variety of health care
facilities, including those in which few or
no TB patients are examined or
admitted.

There are certain basic measures that
all health care facilities should
implement to ensure that a program
suitable to the needs of health care
workers and patients is in place. There
are five categories of risk in which
control measures are implemented
depending on the level of risk.

The revisions recommend a hierarchy
of controls to prevent TB transmission
in health care settings, including

a) Administrative controls to reduce
the risk of exposing uninfected
persons to persons who have
infectious TB. This includes

developing and implementing
effective written policies and
protocols to ensure the rapid
detection, isolation, diagnostic
evaluation, and treatment of
persons likely to have TB; and
effective work practices, education,
and screening of health care
workers.

b) Engineering controls to prevent the
spread and reduce the
concentration of infectious TB in a
facility, including direct source
control with local exhaust,
controlling airflow direction, diluting
and removing contaminated air by
ventilation, and air cleaning with
high-efficiency particulate air filters
or ultraviolet germicidal irradiation.

c) The use of personal respiratory
protection (i.e., NIOSH-approved
respirators) in the few areas where
exposure to TB may still occur
when administrative and
engineering controls are in place,
such as TB isolation rooms and
areas where cough-inducing
procedures are performed.

2. Why was a revision of the 1990
TB guidelines necessary?

The revisions to the guidelines were
made against a backdrop of outbreaks
and transmission of TB in institutional
settings. Between 1989 and 1992,
CDC participated in investigations of
outbreaks of multidrug-resistant TB
(MDR TB) in eight hospitals in New
York, New Jersey, and Florida and a
state correctional system. The
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outbreaks were associated with HIV
infection, high case fatality rates
(70%-80%), a brief interval between TB
diagnosis and death (4-16 weeks), and
evidence of transmission within the
hospital setting. More than 100 health
care workers in these hospitals had skin
test conversions following exposure to
patients with MDR TB. At least 20
health care workers in these hospitals
developed MDR TB disease; 6 health
care workers, all immunocompromised,
died.

Partially in response to these
outbreaks, in April 1992 the Federal TB
Task Force published the National
Action Plan to Combat Multidrug-
Resistant Tuberculosis. The plan called
for the update and revision of the
December 7, 1990, Guidelines for
Preventing the Transmission of
Tuberculosis in Health-Care Settings,
with Special Focus on HIV-Related
Issues.

In October 1992, a public meeting was
held to discuss a revision of the 1990
TB guidelines. CDC received input on
various aspects of infection control,
including health care worker education;
administrative controls in the early
management of patients with TB; the
need for more specific
recommendations on ventilation and air
cleaning; and the use of respiratory
protection in health care settings.

Analysis of data from three of the
facilities involved in the outbreaks
indicates that transmission of TB greatly
decreased or stopped entirely when the

facilities were in full compliance with the
1990 guidelines. Nevertheless, the
1990 guidelines were revised to add
more details about implementation, to
incorporate lessons from the outbreak
investigations, to provide information on
the concept of worker education and
training, and to incorporate suggestions
made at the October 1992 public
meeting.

3. What kind of respirator is
recommended?

No specific respirator is recommended,
but respirators used in health care
settings for protection against M.
tuberculosis should meet the following
standard performance criteria:

a) The ability to filter particles 1 micron
in size in the unloaded state with a
filter efficiency of >95% (i.e., filter
leakage of <5%), given flow rates of
up to 50 liters per minute.

b) The ability to be qualitatively or
guantitatively fit tested in a reliable
way to obtain a face seal leakage of
<10%.

c) The ability to fit the different facial
sizes and characteristics of health
care workers. In most situations,
this requirement can be met by
making the respirators available in
at least three sizes.

d) The ability to be checked for
facepiece fit, in accordance with
standards of the Occupational
Safety and Health Administration
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(OSHA) and good industrial hygiene
practice, by health care workers
each time they put on the respirator.

High-efficiency particulate air (HEPA)
respirators approved by the National
Institute for Occupational Safety and
Health (NIOSH) are the only currently
available air-purifying respirators that
meet or exceed the standard
performance criteria stated above.

CDC/NIOSH is proceeding with a
regulatory reform that proposes new
certification standards for respiratory
protective devices. The revised
regulations will take advantage of new
technology to provide better filtration at
lower cost. Hospitals should then be
able to acquire respirators that meet or
exceed the 95%-at-1-micron
performance parameter at a cost
substantially lower than that of the
current disposable HEPA respirators.

4. When should respiratory
protection be worn?

Personal respiratory protection is being
recommended for use in selected health
care settings where administrative and
engineering controls alone may not be
sufficiently protective (e.g. TB isolation
rooms and treatment rooms used for
cough-inducing procedures).
Respiratory protection is being
recommended as the last line of
defense where other controls are
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not likely to protect someone from
inhaling infectious droplets (i.e., droplet
nuclei).

5. How many health care workers
have been infected on the job?

There are no data on the exact number
of health care workers who have been
infected on the job. Many hospitals
have not had accurate baseline data on
skin test results for health care workers;
moreover, there is no national system
for collecting data on skin test
conversions. However, occupational
exposure to TB is a known risk for
many health care workers. In hospitals
where CDC patrticipated in outbreak
investigations between 1989 and 1992,
more than 100 health care workers had
skin test conversions following
exposure to patients with MDR TB,
indicating recent TB infection. At least
20 health care workers in these
hospitals developed MDR TB disease,;
6 health care workers, all
immunocompromised, died.

6. What does CDC have to say
about the concerns of many
health care practitioners that the
respirators recommended are
too expensive, uncomfortable,
or not necessary?

Too expensive: CDC/NIOSH is
proceeding with a regulatory reform that
proposes new certification standards for
respiratory protective devices. The
revised regulations will take advantage
of new technology to provide better
filtration at lower cost. Hospitals should

then be able to acquire respirators
which meet or exceed the 95%-at-1-
micron performance parameter at a cost
substantially lower than that of the
current disposable HEPA respirators.
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Uncomfortable: Some disposable
HEPA-filtered respirators currently on
the market have the look and feel of the
dust-mist respirators and submicron
laser masks with which hospitals are
already familiar. Further refinements by
industry, particularly after the institution
of new certification standards, will help
alleviate concerns over discomfort.

Not necessary: Outbreaks among
health care workers in institutional
settings have shown that strict
adherence to TB infection control
guidelines is needed to control infection.
Follow-up investigations in three of the
outbreak hospitals have demonstrated
that implementing the TB guidelines can
interrupt transmission.

7. When will the new respirators be
available?

The NIOSH final rule is expected in the
first half of calendar year 1995. Since
some manufacturers have indicated that
some new respirator models for
certification have already been
developed, selected new respirators
should be commercially available soon
thereatfter.

8. Is this not an example of
government control of what
should be a medical decision
made by health care facilities?

During the investigations of the MDR
TB outbreaks, incomplete
implementation of the CDC 1990 TB
guidelines was documented in all of the
outbreak hospitals. These lapses in
infection control practices contributed to

nosocomial TB transmission.
Subsequently, several surveys
conducted in collaboration with the
American Hospital Association, the
Association of Professionals in Infection
Control and Epidemiology, and the
Society for Health Care Epidemiology of
America have documented that patients
with MDR TB are seen in nearly every
state in the country and that many of
our hospitals had inadequate TB
programs, including inadequate
isolation facilities for infectious patients
and inadequate TB skin testing
programs for health care workers.

In addition, follow-up studies at several
of the hospitals that had MDR TB
outbreaks have documented that TB
transmission between patients, other
patients, and health care workers is
terminated if infection control practices
are fully implemented. Because of the
serious morbidity and mortality of MDR
TB in both patients and health care
workers, it is appropriate that the
federal government issue
recommendations to help protect
patients and health care workers from
nosocomial TB transmission in health
care facilities.

CDC develops recommendations based
on the best scientific information
available. The goal is to prevent the
transmission of TB to patients and
health care workers. The
recommendations in the revised
document, which are consistent with
previous CDC recommendations, were
designed to provide as much flexibility
as possible for each hospital to develop
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a TB control plan that will meet its
individual needs.

In addition, federal law requires
CDC/NIOSH and OSHA to establish
mechanisms to protect the health of
workers, including health care workers.
CDC's role is to provide
recommendations and guidelines on
various scientific issues. In general,
CDC is not involved in regulatory
activities.

9. Do the guidelines take into
account that every hospital does
not have the same problems
with TB?

The guidelines recommend the
development of a TB infection control
plan based on a risk assessment.
There are certain basic measures that
all health care facilities should
implement to ensure that a program
suitable to the needs of health care
workers and patients is in place. There
are five categories of risk in which
control measures are implemented
depending on the level of risk.

10.
Why do health care facilities
have to do arisk assessment?

In response to input that infection
control policies should be based, in
part, on the level of risk in the local
facility, the revised guidelines direct
health care facilities to conduct a TB
risk assessment. This risk assessment
will allow health care facilities to
implement TB control programs
appropriate to their level of risk of TB
transmission and will provide for greater
flexibility in adapting the recommended
controls to a wide variety of health care
facilities, including those in which few or
no TB patients are examined or
admitted.

—Reported by members of the
TB Infection Control Guidelines Work Group, CDC

To order a copy of the 1994 infection control
guidelines, call (404) 639-1819.
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The Public Health Associate

Program in New York City
A Progress Report

Traditionally, CDC's sexually
transmitted disease (STD) program has
been the proving ground and initial
training program for most of the public
health advisor field staff in the STD,
immunization, and TB programs. In
early 1993, DTBE decided to "grow its
own field staff" by initiating the New
York City Federal Public Health
Associates Program. In February 1993,
14 new employees embarked on their
federal career path, with DTBE as a
starting point. The associates received
a brief orientation by CDC staff from
Atlanta, followed by intense print-based
and on-the-job training in their assigned
New York City offices. Coming from
many different areas of the United
States, they quickly adapted to the New
York City environment. They were
assisted by the three supervisors and
several experienced public health
advisors who were assigned by CDC to
the New York City TB program to be
part of the training activities.

Over the past 2 years, the associates
have worked primarily in the Initial
Evaluation Unit (IEU) and the Case
Management Unit (CMU) in four of New
York City's five regions. The IEU is the
first step in New York City's case
management. Assigned to local
hospitals in their region, the associates
are responsible for auditing laboratory
and hospital admission information to
identify patients who have recently been
diagnosed with TB or admitted to the

hospital because of possible TB. When
these patients are identified, the
associates interview them. Many new
TB patients are unaware of the nature
of their disease or the risk of infecting
others. During the interview, the
associates talk to patients about
transmission, pathogenesis, and
treatment, and the patients' contacts
are identified for examination. The
associates help formulate individual
discharge plans to ensure that
treatment will continue once patients
are released from the hospital. After
the interview, the associates write a
case report and continue to monitor the
patients' progress until the patients are
discharged from the hospital.

At this point, the CMU begins case
management. This unit is responsible
for monitoring patients until they
complete treatment. The CMU makes
sure that all treatment plans are
followed and documented and that clinic
appointments for medical follow-up and
laboratory testing are arranged and
verified. The associates in this unit
check drug susceptibility results, culture
results, and treatment regimens.

For many patients, long-term treatment
is too difficult to manage alone. The
New York City TB program has a large
directly observed therapy (DOT)
program, part of the CMU, to assist
patients. Associates working in the
DOT program visit patients and observe
them ingesting their medications.
Besides the obvious benefit that
patients take their prescribed
medications, DOT has several other
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benefits. During the DOT visit, the
associates can assess whether patients
are having medical difficulties, such as
side effects to the medication. In
addition, they can reinterview and
assess the home situation to determine
whether all household contacts have
been identified. Finally, the associates
can remind patients of follow-up
appointments for medical evaluation
and prescription refills. Overall, the
CMU serves as a liaison between the
patient and the health department while
the patient is receiving treatment. The
CMU case is closed when a patient
successfully completes drug therapy.
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In addition to their work in TB
prevention, outreach, and control, the
associates have enriched the quickly
expanding New York City TB program
by helping train new city employees.
Because of the increase in TB cases in
New York City, the city TB program is
continually hiring outreach workers to
work side by side with the public health
associates. This increase in the work
force is terrific, but the new employees
need major on-the-job training to be the
experienced workers the health
department needs. All of the federal
staff assigned to New York City help in
the training process. Given their time
with the program, the 1993 public health
associates are now among the
experienced workers training the
newcomers in the art of disease
intervention and prevention.

While assigned to New York City, the
associates are taking advantage of
local training opportunities, and they are
following the CDC career development
plan by participating in knowledge,
skills, and abilities (KSAS) courses
offered by the National Center for
Prevention Services. Now eligible for
GS-9 public health advisor positions,
the 1993 public health associates have
opportunities for career development
and promotion in New York City and for
relocation to state and local health
departments across the country. As
they are promoted and reassigned, this
group of associates will certainly
continue to enrich both their local
programs and DTBE.

—Reported by Rita Varga
New York City TB program

Satellite Course on TB
Offered to Entry-Level
Public Health Workers

A training program on TB for entry-level
health department staff is being offered
through a cooperative agreement with
the University of Alabama at
Birmingham, School of Public Health,
the Alabama Department of Public
Health, and CDC. The program
includes five self-study modules on TB,
complimented by five interactive
satellite programs to be offered on May
4,11, 18, and June 1 and 8 (2:00-3:30
EST). The programs will cover TB
transmission and pathogenesis,
epidemiology, diagnosis of TB infection
and disease, the treatment of TB
infection and disease, and
infectiousness and infection control.

This training program is specifically
designed to improve personnel
performance in the elimination and
control of TB and ultimately to achieving
the goal of controlling TB nationwide.
To ensure the high quality of this
training program and to provide course
participants with the appropriate level of
interaction and participation, enroliment
nationwide was limited to 5,000
individuals. For persons who did not
enroll by the February 28 deadline, the
materials developed for the course
(self-study modules and a videotape of
the satellite conference) will be
available after June 8.

—Reported by Wanda Walton, MEd
Division of TB Elimination
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State-of-the-Art
Clinical Conference Call
Focuses on TB

On January 26, 1995, as part of the
International HIV Clinical Conference
Call Series, a teleconference was
conducted on TB and multidrug-
resistant TB, with a particular emphasis
on the dilemma in correctional facilities
and homeless shelters. This
conference call series began in 1986 as
a collaborative effort between the US
Public Health Service and the
Department of Defense to educate
primary care providers in the federal
sector on HIV and AIDS.

Captain Abe Macher, MD, Health
Resources and Services Administration,
served as the moderator. Expert
clinical consultants included Thomas
Frieden, MD, New York City
Department of Health and CDC; Eric
Goosby, MD, HIV Policy Office, Office
of the Assistant Secretary for Health,
US Public Health Service; Sharon
Hansen, PhD, Division of Clinical
Laboratory Devices, Food and Drug
Administration; Michael Iseman, MD,
Infectious Diseases and Mycobacterial
Service, National Jewish Hospital;
German Maisonet, Jr, MD, Federal
Bureau of Prisons; Lee Reichman, MD,
National Tuberculosis Center and
American Lung Association; Gisela
Schecter, MD, Tuberculosis Clinic, San
Francisco General Hospital; and Basil
Vareldzis, MD, US Agency for
International Development.

DTBE staff and health care

professionals and educators from
across the country dialed a toll-free
number to link into the conference call.
A list of issues to be covered in the
teleconference was provided to the
participants ahead of time. After the
discussion, participants were able to
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ask questions directly to the consultants
via the teleconference network.

To obtain an audio cassette of this
teleconference, fax your request to
Captain Abe Macher, MD, Health
Resources and Services Administration,
at (301) 443-1719. Please indicate in
your request that you would like to
receive the January 1995 audio
cassette on TB.

—Reported by Edward S. Bruner
Division of Tuberculosis Elimination

NEWS BRIEFS

e The National Tuberculosis Center at
the University of Medicine and
Dentistry of New Jersey, one of the
model TB centers funded by CDC,
has established a toll-free help line
for questions about TB. Staff are
available to answer questions from
9:00 am to 5:00 pm (EST), Monday
through Friday. The number is (800)
482-3627.

e The Morbidity and Mortality Weekly
Report is now available on the
Internet; each week's issue will be
available on Friday morning. To
access CDC's Internet file servers,
you must have Internet access and
software that retrieves files by file
transfer protocol (FTP) or software
that will access the World Wide Web
(WWW). To access the MMWR
through FTP software, connect to
ftp.cdc.gov, supply the user name
anonymous, and give your Internet
address as the password. Select the

subdirectory pub, then subdirectory
mmwr, then subdirectory mmwr_wk
(weekly), mmwr_ss (Surveillance
Summaries), or mmwr_rr
(Recommendations and Reports).
Each .pdf file contains a single issue
of the MMWR and is named
according to the publication, volume,
and issue number. To access the
MMWR through WWW software,
connect to htp://www.cdc.gov and go
to Publications and Scientific Data

or connect to
http://www.crawford.com.
[cdc/mmwr/mmwr.html and follow the
instructions. For more information on
accessing the MMWR through the
Internet, see the Notice to Readers in
the January 27, 1995, issue of
MMWR (MMWR. 1995;44(3):48-50).

On March 15, 1995, the National
Institute of Corrections held a
videoconference entitled
"Tuberculosis in the Correctional
Setting." After the speakers made
their presentations, participants were
able to ask questions and make
comments via telephone or fax.
Videotapes of this videoconference
are available from Ed Wolohan, U.S.
Department of Justice, National
Institute of Corrections, at (800)
995-6429 (phone) or (303) 682-0469
(fax).

BEHAVIORAL SCIENCE
NOTES

Working with an Interpreter
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Many TB programs depend on
interpreters to provide outreach,
education, and treatment services to
their patients. Working effectively with
an interpreter is essential to working
effectively with a patient. Whether an
interpreter is a full-time staff member or
a part-time volunteer, there are
strategies a TB program can take to
improve communication and service
delivery.

An interpreter is someone who orally
translates from one language to
another. An interpreter should
accurately translate everything the
provider and the patient communicates.
Interpreters also explain medical
terminology and concepts to the patient
and cultural practices and beliefs to the
staff person. In many instances, this
interpretation of culture is more
important than the word-for-word
translation. Like all other clinic staff,
interpreters should maintain
confidentiality. Whether hired as a staff
person or recruited as a volunteer, an
interpreter should be oriented to each of
these standards.

An interpreter from another agency or a
patient's relative who interprets should
also be oriented to the principles of
accuracy, cultural interpretation, and
confidentiality before TB services begin.
However, professional interpreters with
proficiency in both languages should be
used whenever possible. A relative
who seems to be translating effectively
may not be familiar with all terminology.
He or she may change some of the
information being conveyed because

the relative disagrees with clinic staff or
may wish to project a certain family
image to the staff. Using a child as an
interpreter is not recommended.
Children may not interpret accurately
and may be too immature for the
responsibility of interpreting in a medical
setting. Also, using an interpreter of a
different gender than the patient may be
inappropriate for some cultural groups.

An additional problem can occur when a
staff person from another agency or a
patient's relative is used as an
interpreter for TB services. Most
people do not understand the nature of
TB disease, skin tests, the difference
between being infected and infectious,
or the importance of completing
preventive therapy. An uninformed
interpreter may not effectively explain to
a patient who has no symptoms why he
or she must take a medication with
unpleasant side effects for 6 months.
Moreover, the interpreter may not be
committed to the idea of the patient
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returning for regular appointments over
the 6-month period.

TB clinics considering using interpreters
from other agencies should invest in
educating them about TB transmission,
prevention, and treatment. Medical
staff should interview potential trainees
about their knowledge of preventive
medicine, because preventive medicine
is unknown in many countries.
Interpreters who do not value
preventive medicine can undermine
preventive treatment consciously or
unconsciously. TB staff should be
certain that outside interpreters
understand and support the principles
of preventive medicine.

Medical staff should follow certain
procedures when working with an
interpreter. Before meeting a patient,
TB staff should learn the proper forms
of address. This includes learning a
title such as Ms. or Mrs., appropriate
name order, and how a name is
pronounced. Properly addressing a
patient shows respect and makes him
or her more comfortable in an unfamiliar
situation.

During an appointment, the staff person
should look at and speak directly to the
patient, even if he or she is looking at
the interpreter. The staff person should
convey one or two ideas at a time, then
pause for the interpreter to speak with
the patient. The staff person can then
continue with the next concept.

If a medical staff person does not pause
at regular intervals, the interpreter will

be forced to do one of two things. The
first is to interrupt in order to translate
what he or she can retain at one time.
The second is to paraphrase the
information, possibly omitting or
translating some information incorrectly.
Inaccuracies are almost certain to occur
when a relative or other nonprofessional
tries to relay too much information at
once.

When using a relative or an interpreter
with no TB training, medical staff should
avoid technical terms and professional
jargon. Even terms basic for TB staff
such as "PPD," "culture," and "smear"
should be simplified to a more common
word such as "test." Idioms and
colloquialisms should always be
avoided. This is not to say that medical
staff should treat patients or interpreters
as simple-minded — only that clear,
simple English can help to ensure a
clear, simple translation.

To be certain that the patient
understands, TB staff should repeat and
rephrase important information.
Medication schedules, infection control
measures, possible side effects, and
the importance of taking medication as
prescribed are good subjects to review
throughout TB therapy.

All communication in an appointment
should pertain to the patient and be
interpreted for the patient.
Conversations between medical staff
and the interpreter about movies, last
week's staff meeting, or other topics
that are not related to the appointment
should not take place while a patient is
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in his or her appointment. Staff should
never talk about the patient while the
patient is present. Not only is this
unprofessional, but the patient may
understand enough English to know
that he or she is being discussed.

Medical staff should work with the
interpreter to establish a good
relationship with the patient. This can
include greeting the patient by name,
asking how a child is doing, or
remembering a discussion from the last
appointment. By making clinic
appointments pleasant and personal,
medical staff will encourage patients to
complete therapy. Most patients and
many cultures expect a friendly
atmosphere in professional, as well as
private, relationships. A businesslike
exchange may be perceived as cold
and alienating.

Medical staff should ask the interpreter
whether there are cultural practices or
beliefs that must be considered. Many
patients may be unwilling to tell their
provider that they cannot comply with all
treatment requirements for cultural
reasons, but an interpreter can advise
the staff person of possible conflicts. If
a cultural conflict is identified, the
patient, interpreter, and the provider can
work together to address this problem.

As for all patients, there should be
ample opportunity for questions and
concerns. Staff should provide
literature in the patient's language, at an
appropriate reading level, whenever
possible. Before completing the
appointment, the patient should know

how to reach the interpreter or another
bilingual person. He or she may need
to report side effects or ask questions
about drug interactions or other
concerns.

At all times TB staff should be patient.
Because everything is said twice, an
appointment using an interpreter takes
twice as long as an appointment in one
language. Discussing cultural factors
and correcting misunderstandings can
make an appointment take even longer.
However, taking the time to work
effectively with an interpreter is
essential for good communication,
patient adherence, and patient
satisfaction.

—Reported by Lori Laliberte-Carey and Yung Krall
Georgia Refugee Health Program
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INTERNATIONAL NOTES

TB Among Immigrants
and Refugees in Hawaii

Hawaii has the third highest incidence
rate of TB in the United States.
Moreover, in 1993, 83% of Hawaii's
reported TB cases were in foreign-born
persons. The significant proportion of
TB cases that occurs in foreign-born
persons, a situation not unique to
Hawaii, reflects the impact of
immigration from countries where TB is
prevalent. In response to this problem,
in August 1994 CDC staff conducted a
retrospective analysis of the
contribution of TB in foreign-born
persons to the overall incidence of TB in
Hawaii and of the effectiveness of the
overseas screening. This review was a
collaboration between the Hawaii health
department (Dr. Rick Vogt, state
epidemiologist, and Dr. Katherine
Marshall, EIS officer), the TB/Hansen's
Disease Control Branch (Dr. Azucena
Ignacio, chief), and the Division of
Quarantine, CDC (Dr. Margaret Tipple).
Paul Tribble, then the CDC public
health advisor in the Hawaii TB
program, and the Immigration and
Naturalization Services Office at the
Honolulu airport also assisted in this
review.

All immigrants and refugees are
required to undergo a medical
examination overseas in order to obtain
a visa to the United States. As part of
the examination, all persons aged 15
years and older are evaluated for TB
disease with a chest x-ray. If the chest

X-ray is suggestive of active TB
disease, three consecutive daily sputum
specimens are collected for smear
examination. Based on these results,
visa candidates are assigned to one of
the following categories: A, active TB,
smear positive; B1, active TB, smear
negative; B2, inactive TB; and no TB.
Persons in the A category are ineligible
for a visa until they have completed
therapy or are smear negative and have
obtained a waiver. Persons in the B
category are referred to health
departments for further evaluation to
determine whether treatment or
preventive therapy is indicated.

At time of entry in the United States,
immigrants and refugees present a form
(OF-157) that shows the outcome of
their overseas medical examination,
including their TB classification. These
forms are collected from the new
arrivals by the Immigration and
Naturalization Service inspectors at one
of the 280 possible ports of entry. They
are then forwarded to the nearest of the
seven quarantine stations maintained
by CDC's Division of Quarantine. From
there, notifications of suspected TB are
filled out, and copies are distributed to
the immigrant or refugee, the local
health department at the place of
intended residence, and the Division of
Quarantine at CDC.

In this review, we found that of the 525
TB cases diagnosed in 1992 and 1993
in Hawaii, 442 (84%) were in foreign-
born persons. Of the 442, 308 (70%)
were from the Philippines, a country
that reported 289 cases of TB per
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100,000 inhabitants in 1990. Four other
countries contributed to a lesser
degree: Vietnam (32 cases), South
Korea (34 cases), and the Republic of
China (21 cases). Of the cases in
foreign-born persons, 103 (23%) were
in World War 1l veterans, who have
been permitted to apply for U.S.
citizenship without medical examination
during a window of time between
December 1990 and April 1995. Of the
remaining 339 cases in foreign-born
persons, 124 (37%) were in immigrants
and refugees who had entered the
United States less than 1 year before
being diagnosed with TB. The
remainder were in immigrants and
refugees who arrived between 1 and 5
years before the diagnosis of TB (26
cases), tourists (8 cases), students (11
cases), persons with unknown
immigration status (31 cases), and
persons who arrived more than 5 years
before the diagnosis of TB (126 cases).

We were able to examine the B1 and
B2 forms obtained by the Hawaii health
department and calculate the
percentage of persons with a B1 or B2
classification who were found to have
active TB disease. We also examined
the number of immigrants and refugees
who did not have a classification of A or
B but who were found to have active TB
disease. Most of the these cases were
found through the routine screening of
food handlers, through other
occupational screening programs, or
through medical evaluations prompted
by symptoms. A total of 14% of the
B1s, 2% of the B2s, and 0.2% of
persons with a "no TB" classification

were diagnosed with active TB disease
within 1 year of arrival. Of the 124 TB
cases found in immigrants and refugees
who had been in the United States less
than 1 year before diagnosis, 78 (63%)
were in persons with a B1 classification,
17 (14%) were in persons with a B2
classification, and 29 (23%) were in
persons with a "no TB" classification.
Also, a review of drug susceptibility
results revealed that of 82 immigrant
and refugees with culture-positive TB,
14 (17%) had a strain resistant to
isoniazid and 2 (2%) had a strain
resistant to both isoniazid and rifampin.

These preliminary data offer an
important message: the prevalence of
TB disease is high among immigrants
and refugees reported to the Public
Health Service as having a B1 or a B2
classification. As a point of
comparison, in 1993 0.7% of all the
contacts of TB patients who were
evaluated in the United States were
found to have TB disease. This means
that B1s and B2s have, respectively, 20
and 3 times the risk of TB disease as
contacts of TB patients, and they
should be a high priority for health
department activities. In addition, they
may have a higher risk of drug
resistance, which heightens the
importance of active follow-up in this

group.

—Reported by Patrick Zuber, MD, MPH
and Nancy Binkin, MD, MPH
Division of TB Elimination
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Environment, Tuberculosis in the
Institutional Environment, and
Tuberculosis in the First Responder
Environment [videotapes (22 minutes
each), trainer's guides, and employees’
handbooks]. Herndon, Virginia:
TRACOM,; 1994. These training guides
with videotapes have been created for
use in implementing the provisions of
the OSHA regulations for training and
educating employees at risk for
exposure to TB. The materials are
designed to provide information on the
nature of TB and on what employees
can do to protect themselves from
infection. The cost is $395 per program
plus 4.5% for shipping and handling.
The videotapes and trainer's guides
may be previewed for 5 working days.
For copies, write or call

TRACOM

212 Heather Glen Rd
Sterling, VA 20165-5824
(800) 296-2660

PERSONNEL NOTES

Angela Bauer was selected for a first-
line supervisory public health advisor
position in the New York City TB
program. Angela has been working in
TB since January 1993, when she
transferred from CDC's sexually
transmitted diseases (STD) program
and was assigned to work in the New
York City TB public health associate
program. In her new position, Angela is
responsible for supervising public health
associates and city staff who work in
the TB program's outreach services

component. Her promotion was
effective January 8.

E. Donald Brown retired from CDC after
31 years as procurer, guardian, and
interpreter of TB program management
data from state and city programs
throughout the nation. Don has
provided technical assistance to
countless number of TB control officers,
TB field staff, and registrar personnel
over the years. Before coming to CDC,
Don spent 7 years with the Wisconsin
Anti-Tuberculosis Association, including
3 years as director of the Research and
Development Department.

Michael Carson was chosen for a public
health advisor position in the California
TB program. Mike came to work for
CDC in 1993 as a public health
associate (Level 1) in the New York City
TB program. He is a 1988 graduate of
the University of Toledo, with a degree
in biology. He earned a master of
science degree in epidemiology and
biostatistics from Ohio State University
in 1992. On January 22, Mike
transferred to Santa Ana, where he is
working with staff of the Orange County
health department.

Charles DeGraw retired from the federal
government after 27% years as a
member of the CDC field staff. He
began the next phase of his career on
January 1 as an employee of the
Alabama Department of Public Health.
Charles came to work for CDC in 1967
in an assignment to the City of New
Orleans STD (VD) program. His next
STD assignment was in Mobile,
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Alabama. In 1971, he joined the TB
program and remained in Mobile until
1974 when CDC transferred him back
to New Orleans to work with the
Louisiana TB program. In February
1994, he transferred to Montgomery,
Alabama, in an assignment to the state
TB program.

Heather Duncan was selected for a
first-line supervisory public health
advisor position in the New York City
TB program. In January 1993, Heather
transferred from CDC's STD program to
the TB program and was assigned to
New York City, where she has been
working in the TB public health
associate program. In her new position,
Heather is responsible for supervising
public health associates and city staff
who work in the TB program's outreach
services component. Her promotion
was effective January 8.
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Miriam Glickson has retired from CDC
after 33 years of service in the U.S.
Government. Miriam came to work for
CDC in 1975 as a clerk in the Computer
and Statistical Services Activity,
Division of Tuberculosis.

Russ Hansen has retired from CDC
after 29% years of service. Russ joined
CDC in 1964 as a public health advisor
in the STD (formerly VD) program. He
has worked with the TB program for 24
years in field assignments in Chicago,
New York State, and Virginia. He has
been a program consultant in the
Division of Tuberculosis Elimination for
the past 4% years.

Candice Jackson, a CDC public health
advisor, has joined the Division of
Cancer Prevention and Control,
National Center for Chronic Disease
Prevention and Health Promotion, CDC.
Candice came to work for DTBE in
1991 and was assigned to the Chicago
TB program; in 1992 she was
transferred to the North Carolina TB
program. She transferred to Atlanta on
January 8.

John Jereb, MD, has joined the
Program Services Branch, DTBE, as a
medical officer. Since 1992, John has
been a medical officer in the Clinical
Research Branch, DTBE.

Olga Joglar was selected for a program
consultant position in the Program
Operations Section, Program Services
Branch, DTBE. Olga has been assigned
to the New York City TB program since
1992. Previously, she had been

assigned to the Puerto Rico TB
program. She transferred to Atlanta on
March 19.

Jimmy Keller was selected for a first-
line supervisory public health advisor
position in the New York City TB
program. After serving in the U.S. Air
Force, Jimmy came to work for CDC in
May 1991 as a public health associate
in the STD program in Miami. In 1993
he was transferred to the New York City
STD program. Assigned to the clinical
services component of the TB program,
Jimmy is responsible for supervising
staff who work in the directly observed
therapy program. His date of transfer
from STD to TB was January 22.

Wyndham Reed has been selected for
the public health advisor position in the
District of Columbia TB program.
Wyndham has had TB assignments in
New York City, Maine, the District of
Columbia, and, since December 1982,
Los Angeles. He will transfer from Los
Angeles to the District of Columbia on
April 16.

Tina Schein, RN, retired from CDC after
32 years of service. Tina joined CDC in
1962 as a coordinator of clinical trials in
New York City in the TB program. She
has been a nurse consultant in the
Clinical Research Branch, DTBE, for
the past 9 years. She cofounded the
Nationwide TB Nurses Network, a
forum for exchange of information by
public health nurses working in TB
control throughout the United States.
Since 1987, the network has sponsored
and chaired TB scientific sessions and
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public health poster sessions at the
annual meeting of the American
Thoracic Society.

Roger Schilling was selected for a
program consultant position in the
Program Operations Section, Program
Services Branch, DTBE. For the past
several years, Roger has been
assigned to the Georgia TB program;
he has also had TB assignments in
Detroit, Washington, D.C., and New
Orleans. He transferred from Rome,
Georgia, to Atlanta on February 19.
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CALENDAR OF EVENTS

April 7-8, 1995

Tuberculosis Then and Now
San Francisco, California
Department of the History of Health
Sciences

University of California at San
Francisco

(415) 476-5808

April 7-8, 1995

International Conference on
Tuberculosis

New York, New York

American Lung Association of New
York

(212) 889-3370

(718) 966-6700

April 28-30, 1995

Second National Conference on the
Laboratory Aspects of
Tuberculosis

Atlanta, Georgia

Anne Ulm

Association of State and Territorial
Public Health Laboratory Directors
(202) 822-5227

May 6-9, 1995

Hospital Epidemiology Course
San Francisco, California

CDC, Society for Healthcare
Epidemiology of America (SHEA), and
the American Hospital Association
SHEA Meetings Department

(609) 845-1720

May 11-12, 1995

Tuberculosis Control in California
An International Perspective
Sacramento, California

California Tuberculosis Controllers
Association

California Department of Health
Sciences

County of Sacramento Department of
Health and Human Services

(510) 540-2722

May 20-24, 1995

1995 American Thoracic Society
International Conference
Seattle, Washington

American Lung Association

(212) 315-8700

October 29 - November 2, 1995
American Public Health
Association

123rd Annual Conference

San Diego, California

American Public Health Association
(202) 789-5600




National Tuberculosis Controllers Association

MEMBERSHIP APPLICATION FORM

When applying for membership in the National Tuberculosis Controllers Association (NTCA), please
supply the information requested after indicating the class of membership which applies to you. Provide
a check or money order in the amount of the dues for that membership class. Applications may be
returned for selecting an inappropriate class of membership, or when there is uncertainty due to obscure
or missing information. So please be complete and clear in filling out the form.

O] ram applying forActive Membership in NTCA and my check to the National Tuberculosis

Controllers Association for$40 is included, along with information about me below.

An Active Member is a governmental TB controller at the state, local, or territorial public health level, or an
assistant or deputy TB controller at any of those levels who has governmental authority and responsibility to
represent the program. An active member of NTCA may hold office, elect officers, and serve on standing or
special committees.

O] ram applying forAssociate Membership in NTCA and my check to the National Tuberculosis

Controllers Association for$25 is included, along with information about me below.

An Associate Member is any person from a health agency who is not a current TB Controller or assistant TB
Controller, and includes all persons who are in, or formerly were in, the field of TB control. Associate members
may serve as NTCA advisors and consultants, but they may not vote, hold office, and serve on standing or

special committees.

Applicant Information

Name/degrees
Organization
Position/Title
Position Duties

Street Address
City/State/Zip
Telephone Number(__ ) Fax Number:(_ )

When appointing committee members or advisors and consultants to NTCA, the Executive Committee
will be aided by having member backgrounds on file. Therefore, please list your areas of special TB
program or organizational expertise and those committee or consultancy subjects that particularly
interest you.

Areas of Expertise Areas of Interest

Mail your application and check to: Dr. Michael F. Kelley
Treasurer, NTCA
P.O. Box 49667
Austin, Texas 78765-9667



